As rapid urbanizing spreads throughout Thailand, the combination of urban-rural lifestyle has been gradually found. These changes may effect on health pattern of the older adults. This study was aimed to explore the incidence of health problems and life styles of the elderly in urban-rural areas.
Introduction
Thailand is experiencing global trend of rapid increasing elderly population from 5% in 1950 to more than 10% in 2013 (1) , that have made Thailand the top second elderly population country in Southeast Asia ) 2 ( . The elderly population of Thailand is expected to up to 30% by 2050 that makes Thailand a super-aged society (3) . Aging on human is progressing as the interactions of physical, psychological, social, and environmental declines along with chronic illness. Although many elderly people are in good health, biological changes in ageing process still increase the risk of illness and disability (4, 5) . They require more health care expenses, rate of dependence and the burdens for the working population and the government expenditures (6) .
Petchprapai
Health promotion and disease prevention are important issues to reduce the burden of disease and health care expenses (7, 8) . Older people are valuable to their societies in either economic terms or other unmeasurable values (9) . However, older people may have weak social support networks, lack income, or be subject to discrimination and abuse. Although the United Nation has focused on the rights and well-being of the older adults for more than thirty years, recent researches still reveal many gaps and influential factors related to them. In 2012, Rozanova et al. (10) found that gender, class, age, and health status were significant factors influent social engagement among seniors in rural communities in Canada. Whereas, Monma et al. concluded that mental health was the most important factor of activity limitations in Japanese older adults (11) . Furthermore, low back pain regardless of age and sex, other musculoskeletal diseases only for women and cardiovascular diseases mainly for men could also be significant risk factors to activity limitations. Moreover, household income, which may directly reflect accessibility to healthcare and psychosocial stress, was added as an important modifying factor in the health risks attributable to overweight among older Japanese men (12) and a cause of caregiver strain (13) . In addition, other factors related to older adults' well-being were widely reported globally. Behavioral risk factors such as tobacco use, unhealthy diet, insufficient physical activity and the harmful use of alcohol are known and modifiable contributors to a number of noncommunicable diseases and health mediators but are commonly reported among the seniors (14) .
Theoretical framework
Aging is a time when the physical, psychological, social and environmental declines lead to risks and health problems. It is also a time of suffering from chronic or non-communicable diseases with long term consequences. Burdens of long term care arise for many reasons such as from disease itself, from the consequences of the diseases, from deviation of health and from being disabled. Eighty-five percent of diseases found among the elderly were noncommunicable or chronic diseases resulting from lifestyle, habits and their environment (7) . It was found that 54% of the elderly reported their health as moderate healthy while only 11% reported having poor health. The most common health problems of elderly people were joint pain, insomnia, fainting, dizziness, constipation, hemorrhoids, high blood pressure, heart disease and diabetes (7) . The major causes of death among the elderly were coronary heart disease, cancer, diabetes, liver diseases, kidney diseases, strokes, pneumonia and accidents. Health promotion, sickness prevention, treatment of the early stages and rehabilitation in the elderly are important issues to be addressed in order to reduce the burden of disease and health care expenses (8) .
The Office for National Statistics (2004) reported that 2.4 million older adults (39.8%) had sickness or illness in the past month. The incidence of illness reports were higher among female older adults. Most of the older adults reported the frequency if illness or sickness at the average of three times a month. The most frequently reported symptoms were muscular and orthopedic diseases, respiratory diseases and cardiovascular diseases (15). Several health risk behaviors among the seniors were also revealed. Onefourth of the seniors smoke cigarettes. Among those, 43.3% of the male seniors were smoking while 4.6 % of the female seniors did. Twenty-five percent of the seniors occasionally drank alcohol. The proportion was higher among male seniors (41. 6: 8.6 ). More than half (60.6%) of the seniors were drivers or front seat passengers; however, 44.1% of them neglected seatbelt. Only 21.9% of the seniors always used seatbelts. It was interesting that more than half of female seniors refused to use seatbelts whereas only 18.9% always used seatbelts even though seatbelt law was enforced in Thailand since 2001. For male senior's drivers or front seat passengers, 38.7% reported never wear seatbelts while only 25% reported always wore seatbelts. Motorcycles are the most popular vehicles in Thailand and it is also the top cause of death in traffic accidents. Helmets law was enforced in Thailand since 1979. More than half of the seniors who used motorcycles never wore helmet whereas 9.4% always did. For female seniors, 66.9% never used helmets while only 6.2 % used. The incidence was slightly better among male seniors with 12.7% always used helmets and 47.4% never wore (15). For health promotion behaviors, 21.0% reported regularly exercise by daily basis. The activities that the older adults reported to be difficult to perform were as mobility, self-care both inside and outside the house, illness, emotion, feeling and concentration, memory and social participation (15).
Purpose of the study
From reviewing of literatures, differences of perceived health status existed between the elderly livings in rural and urban areas were mostly explored. Living environment, life style, and health care accessibility are correlated with urban and rural development that led to the health status distinction among the elderly living in different areas were also studied. The setting of this study, Nakhonratchasima province, is a new trend of big cities in Thailand. As rapid urbanizing spreads throughout the country, the combination of urban-rural lifestyle has been gradually found. Traditional family relations have been changed, sometimes increasing burdens on the traditional family support network. Nakhonratchasima has the largest territory and the second largest population in Thailand Elderly Health Journal 2019; 5(2): 108-116. Health Status in Urban-Rural Older Dwellers located 330 kilometers away from the capital Bangkok. As a province with huge population distributed in vast territory that might be different from urban area. Its health care system is at the top level (tertiary care) and throughout with exceptional quality.
Research question guiding the study was what was the health status and health perception of the elderly who lived in the municipal areas of central district, Nakhonratchasima province, Thailand. In light of the research objective, this study aimed to 1) explore the incidence of health problems and chronic diseases, 2) define potential health problems, trends, and health behaviors, and 3) explore health patterns and lifestyles of the elderly living in municipal areas.
The main purpose of this study was to explore the perceived health status of the elderly who lived in the municipal areas of central district, Nakhonratchasima province, Thailand. Therefore, information regarding the accessibility of health services, mental health status, social and family support, and health promotion behaviors are still needed. Findings would provide fundamental information for health and education services promoting quality of life for the elderly and their families.
Method

Research design
A random interview survey with qualitative approach was used.
Subjects selection
Data were collected with interview survey from 350 elderly that were randomly selected from 14 municipal areas of central district, Nakhonratchasima province, Thailand. In order to alleviate the bias rooted in literacy and visual problems of the elderly, questionnaires were read and written down by the research assistants trained by the principal investigator.
Instruments
The questionnaire contained 11 items: demographics, perceived health status and problems, medication use, activities of daily living (ADL) (16), ability to use the devices in their daily lives (Instrumental Activities of Daily Living; IADL) (17), mental health (18), social and religious activities, and accommodation and environment. Weight, height, muscle strength with one leg standing were collected as well.
The Barthel index ADL was used to evaluate physical performances. It contains ten variables that describe ADL and mobility. The possible scores were 0-100, 0-20 represented unable to perform ADL or being dependent while 100 referred to able to perform ADL without any assistant. The interobserver reliability of the Barthel index ADL was .714, the intra-observer reliability was .968 (16) and the Cronbach's alpha coefficient was 0.79 (17) . The Barthel index ADL had acceptable content validity (Spearman's rho .629, p < .001) when compared to the de Morton Mobility Index (16) . The Cronbach's alpha coefficient from this study was .82.
The IADL was used to assess independent living skills. There are eight domains of function measured with the Lawton IADL scale. Women are scored on all 8 areas of function, for men, the areas of food preparation, housekeeping, laundering may be excluded. Clients are scored according to their highest level of functioning in that category. A summary score ranges from (0 low function, dependent) to (8 high function, independent) for women, and 0 through 5 for men. The Cronbach's alpha coefficient from the prior study was 0.78 (17) while this study yielded at .84 .
The 20 items in the Center for Epidemiologic Studies Depression Scale (CESD) measure symptoms of depression in nine different groups as defined by the American Psychiatric Association Diagnostic and Statistical Manual, fifth edition. These symptoms are sadness, loss of interest, appetite, sleep, concentration, worthlessness, tired, agitation and suicidal ideation. People who have a total CESD scores less than 16 will be considered as no probable major depressive episode while the scores of 21 or more are at high risk. The Cronbach's alpha coefficient from the prior study was .88 (17) to .92 (18), the sensitivity was 86.67% whereas the specificity was 96.67% (18) . The Cronbach's alpha coefficient from this study was .93.
Data analysis
Data were analyzed with descriptive statistics of means, percentages, and standard deviations. Inferential statistics of Chi-square and independent t-test were used to delineate health patterns among different groups of elderly .
Ethical consideration
This study was approved by the Ethical Committee at Suranaree University of Technology. Informed consent was read to all participants before obtaining their permission. Participants were voluntary to participate and could withdraw from the study at any time with no immediate risks involved. Collected data was anonymous and kept confidentially by the researcher for presentation and publication use only.
Results
Study results are outlined with participant demographics, perceived health status, health patterns, psychosocial activities, and environmental issues.
The majority of participants were married, elementary school educated female with the average Petchprapai age of 70.86 years who lived in their own homes. Onethird of the elderly still had the productivity of earning 3,030 Baht (95 USD) per month (Table 1 ). There were no statistical differences of average age and weight on gender. However, the proportions of Body Mass Index (BMI) categories were statistically different on gender (Chi-square = 21.0, df = 3, p < 0.001) along with 3/4 of males and half of females have normal BMI (18.5 -24) . (Table 2 ).
Most elderly had at least one chronic illness like hypertension, joint pain and headache were the mostly reported complaint. Forty-six percent of the elderly perceived their health at moderate and/or poor condition while 17.8% had been hospitalized in the past six months (Table 3) . (Table 3 ) and nearly 1/5 of participants had fall experiences in the past 6 months (Table 4 ). Most participants had access to health facilities with a physician when needed (90.4%), only 35.6% went for annual health check-up and 8% of participants bought over-counter medications. Although breast and cervical cancer are the top two causes of death of Thai women for years, only 30-40% of elderly females received annual cancer screening for both cancers (Table 5 ).
Health patterns: Less than 10% of participants consumed tobacco and alcohol. Most participants (83.4%) have routine exercise of walking, running, or other physical activities. Most of them ate two or three meals a day whereas only five of them had only one meal a day ( Table 6 ).
Psychosocial activities: The elderly perceived their mental health status as good with very low depression and high abilities of performing daily activities. However, 7% of the elderly reported not having caregiver when they got sick. Participants had opportunities to meet with their relatives and almost 1/4 of them did such meeting weekly. Almost half of them were regularly involved in decision making with families. Participants participated in various activities including health promotion, religious, and social service activities that are helpful to their mental health (Table 1) .
Environmental issues: nearly 1/3 of the elderly lived in single-storey houses while 84.4% had their bedrooms at the first floor. However, environmental risks such as the bathroom needs to be modified. As results showed 1/3 of the elderly used squat toilets that might increase risks for dizziness and falls when getting up. Moreover, almost 3/4 of the elderly drank rain water and/or ground water without boiling or filtering (Table 6 ). 
Discussion
The contexts of the municipal areas illustrated in this study was a combination of the urban and the rural areas. Findings on most female participants were consistent with another report (15) since female has longer longevity. Living in their own homes is congruent with the context of suburban society in Thailand where people tended to own and live in their own real states rather than renting property. Many elderly still have productivity with low incomes of around 95 USD (3,030 Thai Baht) per month compared to 426 USD/month of the GDP. On top of the social welfare (19 -31 USD/month) the elderly receive from the government, half of the elderly perceived those incomes was sufficient or satisfied. Part of this might be attributed to the Thai government supports most of their medical expenses (19) as a welfare state benefit that covers medical expenses, room and board for hospitalization, and other costs of necessary medical equipment (20) . Furthermore, relatives of the elderly or community volunteers provided transportation to health care facilities without cost (3) . For people in the degenerative period of health, above support helps alleviating additional living expense on health.
All of the elderly had at least one health issue that influenced their lives. Nearly half of participants rated their overall health as moderate to poor status while 17. Health Status in Urban-Rural Older Dwellers in the past six months. Most of the elderly had access to health facilities when needed but an annual health check-up was low. However, the prevalence of smoking and drinking found in this study was lower than the evidence from a nationwide consensus (8) which was reported at 25% many elderly (83.4%) regularly exercised compared to 21% in the nationwide consensus. Generally, life in the suburban areas is more hostile and competitive; therefore, people may neglect taking care of their health. Moreover, in developed areas, there may be limited places to exercise. The results of health behaviors from this study are better than those reported among other urban areas (21) .
Although breast and cervical cancer are the top causes of death among Thai women (22, 23) cancer screening rate remains relatively low (30 -40%) that could be attributed to the traditional Thai culture that Thai women perceived breasts and genital organs as very personal body parts that women of all ages neither disclose their private body parts for cancer screening nor discuss about signs and symptoms. Health care personals should put cultural issues into the account of innovative screening techniques to avoid exposing the organs and embarrassment are required for launching a campaign that educate the benefits of screening, providing screening services at home, training female providers, and educate selfobservation.
It is believed that municipal communities are indifferent; urban people do not socialize in a big way resulting in possible loneliness for many. However, 70.1% of the elderly in this study were participating in social and other activities to develop their mental health. Rates of participating in such activities were close to reports from the National Bureau of Statistics (8) which reported participation at 64.2%. Rates of social participation were congruent with their high ADL score as reported by Senanarong and colleagues in 2003 (24) . However, the findings of the activities scores in this study were different from reports of the National Bureau of Statistics (8) where it was concluded that older adults had difficulties in moving (11.5%) working outside the house or doing chores (10.3%) with major discomforts illnesses (8.1%).
As a result of living in the sub-urban communities, it was expected that the elderly would have been depressed and had low social interaction. However, The findings of better mental health were controversial compared to other studies who reported more evidence of depression, sadness and anxiety (56%) among the older adults (24, 25) , more problems with moods, concentration and memory (26) and low social participation (27) . Better mental health; low depression, and high social participation are strongly correlated with high family and social supports (28) . As 65% of the elderly had chances to meet relatives and involved with decision making regarding their family affairs, it might be concluded that they were fulfilled their selfesteem and life satisfaction.
Although only 7% of the elderly reported the lacking of caregivers when they got sick, cooperation between health/trained community volunteers and local authority's administration offices providing care to those elderly is recommended that can compensate the shortage of caregivers of those elderly in those areas (29) .
Although most of the elderly did not have a history of falls, study results indicated that the bathroom was the most frequent place the fall occurred. This might be related with 33% of them still used squat toilet that could easily cause joint pain, dizziness and accidents. The design of daily living environment should put the reduction of fall risk into consideration that might decrease the risk of fall along with other means for fall prevention.
Education regarding drinking water safety is strongly needed as most of the elderly drink rain or tap water without boiling or filtering since the quality of drinking water in rural Thailand was poor that often contaminated with Coliform bacteria (30) . Issues regarding unsealed storage containers, contaminated handling, sharing drinking cups/glasses that cause bacterial contamination in household drinking water should also be covered (30) .
Conclusion
The elderly living in the municipal areas have chronic illness and degenerative problems that have led to their risk of poor health conditions deteriorated by inappropriate health behaviors in the future. Education given to the elderly and their family are essential to enhance their health literacy of health promotion and chronic illness prevention that integrate with the strength of living in the municipal areas including accessibility to health services and strong social support that provides health personnel greater platform developing feasible health care plan and delivering equivalent health services with less disparity rooted in rural area.
Study limitations
Data in this study was collected from 14 urbanrural of one municipal district only. Generalization of the findings may be limited.
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